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CLUB NEWS 
PROGRAM — ANNUAL MEETING 
CLARIDGE HOTEL, ATLANTIC CITY 


April 28 and 29, 1950 


An excellent program has been arranged with the 
American Gastroenterological Association and the fol- 
lowing papers will be presented by members of the 


American Gastroscopic Society: 

“Gastroscopic Biopsy — A REPORT OF CASEs IN- 
CLUDING NORMAL STOMACHS”. Dr. Paul L. 
Shallenberger, Dr. John Reganis, Dr. Clayton B. 
Weed, Sayre, Pennsylvania. 


“ERRORS IN GASTROSCOPIC DIAGNOSIS’’. 
Palmer, Washington, D. C. 


De. 


“ATROPHIC GASTRITIS—A FoLLow-Up StuDy OF 
100 PaTiENTS’”. Dr. John W. Findley, Jr., Dr. 
J. B. Kirsner, and Dr. Walter L. Palmer, Chicago, 
Illinois. 

The dates of the meeting for both the American 
Gastroenterological Society and the American Gastro- 
scopic Society are April 28 and 29, 1950, to be held 
at the Claridge Hotel, Atlantic City, New Jersey. 

There will be a meeting of the Governing Board the 
evening of Thursday, April 27. The annual banquet 
will be held Friday evening, April 28, at the Hotel 
Claridge with cocktails beginning at 6 o'clock p.m. 
This will be informal and your guests are welcome. 
The annual business meeting of the Society, for mem- 
bers only, will be held on Saturday noon, April 29, and 
will be a luncheon meeting. 

Tickets for these various functions will be available 
at the registration desk of the American Gastroentero- 
logical Association. 

We hope that there will be a large attendance of 
the American Gastroscopic Association. 

You are reminded once more that there are still 
some unpaid dues and these should be forwarded very 
promptly to the office of the Secretary. 


MINUTES OF THE MEETING OF THE 
GOVERNING BOARD OF THE 
AMERICAN GASTROSCOPIC SO- 
CIETY 


THE DRAKE HOTEL, CHICAGO ILLINOIS 
November 3, 1949 


The Governing Board of the American Gastroscopic 
Society met at the Drake Hotel at 9:30 a.m. on Novem- 
ber 3, 1949. The following members were present: 
Doctors Kirsner, Carey, Benedict, Fitzgibbon, Moersch, 
and Pollard; Dr. Borland was absent. Dr. Charles A. 
Floor, Chairman of the Committee on Admissions and 
Dr. R. L. Sexton, Editor of the BULLETIN, were also 
present, at the invitation of the Board. 

The minutes of the meeting of June 2, 1949 were 
adopted as read. 

Report of the Treasurer: Dr. Pollard reported that 
the finances of the Society were sound and presented a 
detailed statement of receipts and expenditures of the 
year. His report was approved without correction. 

The Secretary inquired about the advisability of de- 
vising a standard form which could be utilized by appli- 
cants to record their gastroscopic information. It was 
the recommendation of the Board that the following 
information be asked for in each case report, including 
the gastroscopic findings: (1) case history; (2) perti- 
nent physical findings; (3) laboratory data; (4) x-ray; 
(5) gastroscopic findings; (6) follow-up data, including 
operative findings, treatment, autopsy report, and any 
subsequent observations; (6) final diagnosis. 

The Board proposed that the Secretary, in answer to 
inquiries regarding the qualifications for memberships, 
should prepare an abstract from the Constitution deal- 
ing only with the specific items of qualifications for 
memberships. 

There was considerable discussion by the Board rela- 
tive to the purposes of the Society and as to the advis- 
ability or inadvisability of limiting membership to those 
individuals as teachers or investigators. It was pointed 

(Continued on Page 3) 
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SOME IMPRESSIONS OF GASTRO- 
SCOPY IN CENTRAL EUROPE AT 
THE PRESENT TIME 

EDDY D. PALMER, MAJOR, M.C. 

Walter Reed General Hospital, Washington, D. C. 


An interesting facet of European medicine, as it is 
observed now by one who has not previously had direct 
contact with it, is the sharp demarkation of purpose and 
method produced by the geographic border which sepa- 
rates France from the more eastern countries. A divi- 
sion is detected in the diagnostic as well as the thera- 
peutic fields, and it is striking as it applies to gastro- 
scopy. Although it is dangerous to generalize, it seems 
fair to state that the gastroscopic habit has been affected 
little by the war years in Spain, France and England, 
but that to the East—in Austria and Germany particu- 
larly—there is now little professional confidence or in- 
terest in the procedure. This may all be a corollary to 
the emphasis which German and Austrian medical 
thought seems to place on far-advanced disease, not only 
in hospital practice but also in clinic and private work. 
The scarcity of hispital beds explains the fact that one 
can stand at the end of a ward and know immediately 
from the patients’ faces that this is a ward for mitral 
stenosis, but it doesn’t explain the seeming disinterest 
in prophylactic medicine and early diagnosis. After 
observing clinic and hospital material, one wonders how 
a German medical student could ever miss a diagnosis 
or how an Austrian professor could ever cure a patient. 
But these are, to reiterate, general impressions and thus 
are likely to be unfair. 

In all of Vienna there is now only one active gastro- 
scopist, Dr. Josef Schmid, assistant to Prof. Fellinger in 
the Second University Clinic. Prof. Lauda’s First Uni- 
versity Clinic has no gastroscopist, and, except for about 
three men who occasionally examine the stomach as well 
as the esophagus through the esophagoscope, there ap- 
pears to be no Viennese interest in the procedure. New 
gastroscopes are readily available at several supply stores 
in the city, and, although there were difficulties in get- 
ting repairs during the war, one cannot explain the 
paucity of gastroscopists now on a paucity of equipment. 

A young enthusiast about 35 years old, Dr. Schmid 
learned gastroscopy while in the German army, under 
Col. Bohler. For two years he worked in a military 
Gastric Center near Vienna, and here he gained special 
experience in dealing with functional diseases. As an 
indication of the stature which the gastroscopic proce- 
dure had attained in German military medicine by that 
time, it was learned that complete confidence was placed 
in the gastroscopist’s report in segregating certain cases 
of malingering. Although Dr. Schmid’s schedule called 
for about ten examinations a day at the Gastric Center, 
and although now at the University of Vienna he does 
several examinations daily—in spite of constant gentle 
chiding not only from the radiologists but from the 
chief himself—it is interesting to note that he has seen 


only two cases of sarcoma. He has been impressed with 
the frequency of gross hemorrhage from the gastritides, 
and believes he has seen several benign ulcers undergo 
gross malignant change. Dr. Schmid’s technique in- 
cludes anesthesia by cocaine swabbing, the left lateral 
position with the left arm extended, an instrument with 
a hard ball tip, a wooden block for a head rest, and an 
easy sympathetic examination which may last a_ half 
hour or more. 

Parenthetically, it is interesting to note that in Vienna 
there is a firm belief in chronic appendicitis as an im- 
portant clinical and pathologic entity, and, should the 
appendix fail to fill on three successive barium enemas, 
the diagnosis is made and the appendix comes out. 
Experimentally and clinically, antihistaminics have been 
found to be effective secretory depressants, but only after 
a period of about five weeks. For such investigations, 
Dr. Schmid has perfected an accurate technique for con- 
tinuous recordings of the intra-gastric pH. 

In Italy there appears to be continued interest in 
clinical gastric research. No gastroscopists were con- 
tacted, but in Venice the visitor has an opportunity to 
observe some remarkable, though musty, material pertain- 
ing to connective tissue tumors of the stomach—as well 
as to take a ride in the anachronous sleek motor-boat 
ambulance. In Basel and Zurich, physiologic and bio- 
chemical matters seem to occupy the gastroenterologic 
mind, and, as expected, one gets the feeling of a re- 
markable, placid continuity of research extending through 
the war years. There is an honesty here which must 
assure continued confidence in Swiss research. 

In Munich, so important in the history of the pro- 
cedure, no gastroscopy is being done by the German 
physicians. The personnel of the University of Munich 
Polyclinic, however, are kind enough to refer puzzling 
cases as out-patients to our 98th General Hospital, sta- 
tioned at the Schwabinger Krankenhaus, for gastroscopic 
study. Such an arrangement has proven profitable to all 
concerned, and a large amount of advanced malignant 
material has become available thereby. It was gratifying 
to witness after a short period the interest demonstrated 
by the young German doctors in following their patients 
to the gastroscopy room. There is no clear explanation 
for the absence of gastroscopy from the medical scene 
in Munich, a center for bronchoscopic and esophagos- 
copic training. It was, of course, at the Schwabinger 
Krankenhaus that Dr. Schindler for five years did so 
much of his important work. It is to a man’s credit to 
be so well remembered after a 25-year absence. Some 
of the nurses who worked with Dr. Schindler are still 
on duty, like Schwester Poldonna, who can leaf through 
his Lehrbuch and recall some individual patients illus- 
trated there. 

But the continued emphasis placed by German 
medical thinking and writing on gross pathology, plus 
the intense desire of the younger German doctor to 
expand diagnostic possibilities so that he can reach the 
earlier lesion, suggests that gastroscopy might shortly 
stage an effective come-back. Possibly the important 
factor will be reading matter from interested French, 
English and American workers. 
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CASE REPORT 


Gastric Carcinoma Involving the 
Mesocolon 


By C. M. Caravati, M.D. 


A 45 year old colored male was admitted to the 
hospital with chief complaint of gnawing epigastric 
pain of one year's duration with partial food relief on 
a bland diet. No history of weight loss. He had occa- 
sional vomiting but no hematemesis. One week prior 
to admission all his symptoms became more severe. 

Physical examination revealed no significant physical 
findings except for slight hypertension, 168/100. 

Initial barium meal examination showed large gastric 
rugae in the body of the stomach. On the lesser cur- 
vature in the mid portion of the body of the stomach, 
there was a collection of opaque material which re- 
mained in one area throughout the entire examination. 
It did not have the characteristic appearance of a niche. 
It was suggested that this represented a deep valley be- 
tween two large gastric rugae. A re-examination three 
weeks later showed marked thickening of the gastric 
rugae, with moderate diminution in the size of the 
collection of barium. The appearance on this examina- 
tion suggested an ulcer niche on the lesser curvature 
near the incisura. Significant laboratory findings are 
as follows: Hemoglobin 13.8 g.m., W.B.C. and differ- 
ential within normal limits. Gastric analysis after 
alcohol test meal revealed free HCL ranging from 27 to 
45 clinical units. The stools were positive for occult 
blood. 

The patient was placed on a strict ulcer regimen 
from which he received some symptomatic relief. On 
September 15, 1949, he was yvastroscoped for the second 
time. At both examinations inere was a nodular appear- 
ance to the mucous membrane at the angulus at the 
anterior wall. The mucous membrane at this point was 
markedly reddened and contained a necrotic area, about 
1 cm. in diameter, the edges of which appeared to be 
somewhat undermined. The area appeared stiff but 
active contraction waves were seen to pass over the 
antrum. He was again gastroscoped after completion of 
three week period on ulcer regimen. The operating 
gastroscope was used at this examination and a biopsy 
was obtained from the center of the ulcer crater. 

A subtotal gastric resection was performed on Oc- 
tober 19, 1949, and at operation the lesion was found 
eroding ihrough the posterior wall of the stomach by 
direct extension and involved a portion of the transverse 
mesocolon. The involved area of stumach measured 
about 5.5 x 2.5 cm. The paracardiac nodes were in- 
volved up to the esophageal hiatus. There was no evi- 
dence of mestastasis to the liver. A posterior Hoff- 
meister gastroenterostomy was obtained through the de- 
fect in the transverse mesocolon. 

Postoperatively, the patient did satisfactorily and 
complained only of some post-prandial fullness. He 
had no other gastro-intestinal complaints. A follow-up 
barium meal showed evidence of retained secretion and 
considerable dilatation of the remaining portion of the 
stomach. There was marked delay in the passage of 
barium through the stoma. At six hours approximately 
80% of the barium was retained in the stomach. Be- 
cause of the absence of significant symptoms, the patient 
was sent home for two weeks and then advised to return 
to the hospital for further evaluation and examination, 
including gastroscopy. 


MINUTES OF THE MEETING 
(Continued from Page 1) 


out that there is no limitation on the total membership 
of the Society and the Constitution does not specify any 
such qualification for membership. No final decision 
was reached. 

Report of the Committee on Revision of the Consti- 
tution: Dr. Casey reported for the Committee and a 
number of suggestidns were made regarding revision, 
particularly of the first three articles, the details of 
which will be submitted at the time of the next meeting. 

The Board raised the question as to whether or not 
proper notification had been made to the State of Illinois 
regarding the change of name from American Gastro- 
scopic Club to American Gastroscopic Society. It was 
recommended that the Secretary write to Mr. E. J. 
Barrett, Secretary of State, Springfield, Illinois, and 
obtain this information. It was pointed out, however, 
that the Seal is made up to read American Gastroscopic 
Society and that the Income Tax report, is, likewise, 
listed under the name of American Gastroscopic Society. 

Report of the Admissions Committee: The Commit- 
tee consisting of Dr. Flood, Chairman, Dr. Renshaw and 
Dr. Patterson, made the following recommendations for 
election to membership, which were approved by the 
Board— 

Dr. Chu Huai Chang, San Francisco, California 
Dr. Norman A. Samuels, New York, N. Y. 
Dr. Donald F. Marion, Miami, Florida 

Dr. E. D: Palmer, Washington, D. C. 

The Board approved the name of Dr. E. D. Palmer 
for membership on the basis of the recent publication 
of his book on gastroscopy and on his outstanding 
qualifications. 

Report of the Editor of the BULLETIN: Dr. Sexton 
reported and suggested the possibility of including a 
column for a description of new instruments by the 
various instrument making companies. It was, also, 
suggested that there be a report from the Editor or 
qualified members, regarding new instruments from 
time to time. These suggestions were approved by the 
Board. 

The Chairman of the Board announced that the 
annual meeting of the American Gastroscopic Society 
would be held April 28 and 29, 1950, at Atlantic City. 
The American Medical Association meeting will be held 
in San Francisco June 26 to 30, 1950. 

It was the decision of the Board that the American 
Gastroenterological Association be asked to include four 
papers from members of the American Gastroscopic 
Society in their program. It was also proposed that 
there be a dinner arranged for, to be held at the time 
of the next meeting, but that the business meeting eb 
held at a luncheon rather than preceding the dinner. 

The following Committees were appointed by the 
Chairman: 

NOMINATING COMMITTEE 
Dr. D. C. Brown, Chairman, Dr. Howard, Dr. Kenamore 
AUDITING COMMITTEE 
Dr. Roy L. Sexton, Chairman, Dr. Baltz 
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A SURVEY OF THE PREOPERATIVE 
METHODS USED FOR PREPARA- 
TION IN GASTROSCOPY 


By the Editor 


At the request of the Board of Governors at the 
midwinter meeting on November 3, 1949, it was sug- 
gested to the Editor that a questionnaire be sent to all 
members of the Gastroscopic Society in an endeavor to 
ascertain the different types of preparation used for 
gastroscopies. This request was accordingly carried out 
and the results are as follows: 


A questionnaire was sent to the one hundred and 
sixty-three members of the American Gastroscopic So- 
ciety, and ninety-three or 57 percent were returned. The 
accompanying tables will give, in brief form, the data 
collected in this survey. 


Table I is devoted to the methods for oral prepara- 
tion. It is noted that 86 percent of the reporting phy- 
sicians withheld food or water, or both, after mi ‘night 
of the preceding day. In some of the latter cases, the 
gastroscopies were not done until noon or afternoon. 
Oral sedation was used the night or morning before 
gastroscopy, in addition to hypodermic sedation at the 
time the scope was passed, in 54 percent or 49 of the 
cases. Of these 49 cases, oral sedation was admiristered 
one to three hours before gastroscopy. In 46 percent 
of the cases, no previous oral preparation was used. 
However, in 98 percent of the cases, some form of hypo 
sedation was used. This group included those combined 
with oral therapy and those without any previous oral 
therapy. 


Table II will show the type of sedation used in the 
oral preparation, the dosage and time elapsing between 
the administration and passage of the scope. Two cases 
were submitted in which rectal suppositories were used 
rather than the oral route. 


Table III demonstrates the heavier forms of sedation 
used prior to gastroscopy. In the analysis of these sta- 
tistics, it will be seen that five types of narcotics are 
used; namely, Codeine, Demerol, Morphine, Pantopon, 
Dilaudid, and three drugs with an antispasmodic and 
drying action—Dibutoline, Atropine, Methadon. Only 
one sedative of the barbiturate type, Phenobarbital 
Sodium, was used hypodermically. 


General anesthesia in the form of Sodium Pentothal, 
intravenously, was reported by eight physicians to be 
used in a few cases. The consensus of opinion was 
that general anesthesia of this type was highly unsatis- 
factory. Two physicians reported the use of Curare on 
occasion. By necessity, we have become vitally interested 
in the use of some form of intravenous anesthesit. We 
have used Sodium Pentothal at times; but to us Sodium 
Amytal, intravenously, has proved far superior to any 
other method. This form of sedation became a neces- 


sity in gastroscoping patients at Saint Elizabeths Mental 
Hospital in Washington, D. C., where the type of patient 
one deals with makes it imperative that some form of 
readily accessible and easily administered type of intra- 
venous anesthesia be used. Sodium Amytal seems to 
have fulfilled these requirements for us. It has also 
been extremely effective in combating and preventing 
Pontocaine sensitivity. Several cases of Pontocaine sen- 
sitivity with bronchial spasm, edema, and mild anaphy- 
lactic shock were quickly and easily relieved with the 
intravenous injection of Sodium Amytal. 


We feel that Sodium Amytal might intravenously, 
have been benficial in the cases of Cocaine and Ponto- 
caine sensitivity reported to us by the physicians in this 
survey. As Table VI will show, there was one death 
from Cocaine sensitivity and five reactions to Pontocaine 
with no deaths. Tables IV and V will show the methods 
used in the application of Cocaine and Pontocaine. 


SUMMARY: 


4. One hundred and_ sixty-three questionnaires, re- 
garding oral and hypodermic medication prior to gas- 
troscopy, were mailed to physicians registered with the 
Gastroscopic Society. Ninety-three questionnaires were 
returned. 

4. An analysis of the type and time of oral admini- 
stration is given, the type of hypo medication, and the 
time prior to gastroscopy is listed. The routine for local 
administration, prior to the passage of the gestroscope, 
is described. 

c. Sodium Amytal intravenous, is discussed as a 
method of intravenous anesthesia, and its benehcial 
effects on Pontocaine sensitivity. This particular drug 
was not included in those listed in the questionnaire 
returned. 


BOOK REVIEW 


GASTROCOPY: THE ENDOSCOPIC 
STUDY OF GASTRIC PATHOLOGY 
(REVISED 1950) 


By RUDOLPH SCHINDLER, M.D. 


The completely revised and enlarged edition of a 
work of acknowledged excellence. Especially important 
is the new chapter on gastric cancer. Gastroscopic 
findings are all illustrated by color plates and by a 
wealth of diagrams in black and white. 

. a classic . . . one of the greatest incentives to 
have gastroscopy assume its rightful place.” 
— Journal of the A.M.A. 


Dr. Schindler is clinical professor of medicine, Col- 


lege of Medical Evangelists, Los Angeles. 
January 454 pages. Illustrated. $20.00 
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Table | 

Oral Preparation Before Gastroscopy Replies — Number Percent 

5. Hypo sedation combined with or without 

Table Il 
TYPE OF ORAL MEDICATION USED 
Replies 

Type Dosage Time Element Number Percent 
*Nembutal Gr. ¥% to 3 H.S. to 14 hr. before exam. 25 50% 
Seconal Gr. 14 H.S. to 1 hr. before exam. 14 29% 
Sodium Amytal Gr. 3 H.S. to ¥% hr. before exam. 3 6% 
Pentobarbital Gr. Yy to 1 HS. before exam. 2 5% 
Phenobarbital Gr. Yy to 144 HS. to 4 hr. before exam. 5 10% 
*By Rectum... 2 

Table Ill 
HYPO MEDICATION PREVIOUS TO GASTROSCOPY 
Replies 

Type Dosage Time Element Number Percent 
*Codeine Gr. Y% to 1 20 to 60 minutes 22 24% 
Demerol 75 to 100 mg. 30 to 60 minutes 18 20% 
*Morphine Gr. 1/6 10 to 60 minutes 14 15% 
*Codeine and Gr. 1 

Phenobarbital Sod. Gr. 2 30 to 60 minutes 8 9% 
Morphine Gr. 1/6 10 to 30 minutes 6 71% 
*Demerol 100 mg. 30 to 60 minutes 4 5% 
*Phenobarbital Sod. Gr. 4 10 to 60 minutes 3 4% 
Phenobarbital Sod. Gr. 4 20 minutes — 2 2% 
Atropine 1/75 to 1/150 15 to 20 minutes 2 2% 
*Morphine and Gr. % ? 

Codeine Gr. 4 60 minutes 2 2% 
*Pantopon Gr. 1/6 30 minutes 1 1% 
*Dilaudid Gr. 1/32 30 minutes 1 1% 
*Morphine and 10 to 16 mg. 45 minutes 1 1% 

Phenobarbital 
*Demerol and 50 to 100 mg. . 

Phenobarbital Gr. 3 45 minutes 1 1% 
*Phenobarbital and Gr. 2 

Seconal sup. Gr. 1%4 1 1% 
Morphine or Gr. 1/6 

Methadon 5 to 10 mg 10 minutes 1 1% 
Phenobarbital and 120 mg. 

Dibutoline 20 mg. 30 minutes 1 1% 
Pantopon Gr. 1/6 30 minutes l 1% 
Codeine and 

Phenobarbital Sod. Gr. 1 60 minutes 1 1% 
Morphine and Gr. 

Scopolamine Gr. 1/150 60 minutes 1 1% 


*Used in combination with Atropine, 1:100 to 1:15Q gr. 
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Table IV 


LOCAL ANESTHESIA BEFORE GASTROSCOPY 
PONTOCAINE: Replies — Number Percent 


COCAINE: 


4% Cocaine 


Methods Used in Application of Pontocaine Replies — Number Percent 
Number Percent 
COMPLICATIONS REPORTED FROM GASTROSCOPY 


Perforations 
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